(1) To cure eclampsia after control of fits (2) To cure toxaemic accidental hiemorrhage (3) To cure pre-eclampsia (To prevent eclampsia and/or accidental hiemorrhage).
(4) To avoid placental insufficiency. Cured pre-eclampsia however mild or recurrent; gestation at least of 36 weeks duration.
Before considering relevant points I should like to emphasize that from 1951 to 1956 I have taken 130/80 as the upper limit of normal blood pressure, a level indicated for many years by Professor F. J. Browne. Any woman who has started pregnancy with a blood pressure of this level, or below, and who rises to a level of 140/90 I have regarded as toxemic. In 1951 the severity of toxaemia in my wards was high. An attempt, therefore, had to be made to impress general practitioners with the importance of the condition in its early stages by admitting to hospital those patients with a blood pressure of 140/90 and no other signs of, toxaemia. In addition, visiting lecturers helped the crusade including Dr. Hamlin and Professor Bruce Mayes from Sydney who have done so much to teach us the intensity of pre-natal care required in the management of toxemia. In this connexion I would like to mention another from Sydney, Mr. T. Dixon Hughes lately deceased, who was the prime instigator of the wonderful results achieved at Crown Street Hospital. He showed before anyone else that in practice, albeit his private practice, eclampsia need not occur, and I wish to record this small tribute to him. Latterly in Bristol, patients with early evidence of tox,emia have not been admitted to hospital, but have been put to bed at home with daily supervision by midwives and general practitioners. Since I believe that fulminating eclampsia represents inadequate pre-natal care, general practitioners have been asked to see that patients with a blood pressure which does not settle within forty-eight hours after rest in bed at home must be sent into hospital, or should be assessed on the advice of a consultant.
Thus, I can show that whereas there were 13 cases of eclampsia in 1951, 1952 and 1953 there has only been one case since 1954, and that in a non-booked case. In fact since 1951 there has only been one case of eclampsia in a booked case (postpartum, one fit). The average total deliveries each year in the Professorial Unit is 1,300, 80% of which are booked.
When the results after the use of hypotensive agents such as sodium amytal, Apresoline, phenobarbitone, Serpasil are assessed the foetal death-rate is independent of effective lowering of the blood pressure. The relationship between the severity of the condition of toxaemiaparticularly in the presence of albuminuria-and foetal mortality is a close one. No less intimate is the association between the maturity and foetal risk. In my opinion the results we have obtained do nothing to alter the view that placental damage once sustained is irreversible, and foetal survival depends on the amount of residual functional placental tissue and the foetal maturity.
Knowing then that even a mild toxaemic episode can lead to some degree of placental ischinmia (Browne and Veale, 1953) and appreciating the possibility of placental insufficiency in the post-mature (Walker, 1954) , recently confirmed by MacKay (1957), even a cured mild pre-eclamptic should have labour induced at 38-39 weeks, or, should the toxemia recur, at any rate after the 36th week. Indeed, MacKay has this to say: "the infant who is in a very dangerous situation is one whose mother has been suffering from a long-continued mild toxaemia and who is allowed to become post-mature. The cord oxygen levels in these cases may be truly desperately low." There should be no combination of post-maturity and even mild pre-eclampsia. Since 1953 the Drew Smythe catheter has not been used. All surgical inductions, therefore, are now by rupture of the forewaters. This change was precipitated by a maternal death from sepsis (the only death from sepsis) after a Drew Smythe induction of labour for toxemia. Three days after induction the patient died in the second stage of labour, and at post-mortem there was found a pool of pus between the membranes and the uterine wall, at the site of the puncture. Obviously, the cardinal principle of "where there is pus let it out" had not been obeyed. Since then, in 1954 and 1955 a series of 987 surgical inductions by rupture of the forewaters has been carried out. 51 % of these inductions were for pre-eclamptic toxvmia and essential hypertension. Only 13 cases developed genital tract infection giving rise to notifiable pyrexia, and in this connexion I would lay stress upon adequate vaginal toilet as well as vulval toilet before vaginal examination prior to induction. In this series of inductions there were no maternal deaths, stillbirth rate (corrected for abnormalities) was 1 1 % and the neonatal deaths (corrected) was 0 5 %. The CQsarean section rate was 1-94%. There were only two cases of prolapsed cord. From experience then I believe that rupture of the forewaters is the more reliable method of induction of labour, and it does not matter whether the head or breach is free or engaged. 78 % of this series were delivered within forty-eight hours of induction, and only 3 cases had a prolonged first stage of labour following rupture of the membranes. 81 % were delivered following a first stage of twelve hours or less. A comparable series with not such good results when using a Drew Smythe catheter has recently been published by Manly (1956).
(b) Oxytocic Drip
All cases of induction for toxaemia should have a vaginal examination to determine the state of the cervix. If the cervix permits rupture of the forewaters then this should be carried out. If the cervix does not admit penetration by the finger and the case is the more chronic variety of pre-eclampsia, then an oxytocic drip (Syntocinon) is set up in an attempt to open up the cervix. This drip, similar in every way to the one employed twenty-four hours after rupture of the forewaters, is started with 1 unit of Syntocinon in a bottle of 5 % glucose solution (540 ml.). It is regulated at a rate of 12 drops per minute rising at half-hourly intervals to a total of 60 drops per minute. 5 units of Syntocinon are put in the second bottle, again starting at a rate of 12 drops per minute. When uterine contractions occur the drip is maintained at that same number of drops and is continued until labour has been completed. Formerly, the drip was not set up until forty-eight hours after rupture of the forewaters, but this has been advanced to twenty-four hours after rupture because of urgency in many cases of pre-eclampsia. If the drip is being used to open up the cervix it will take at least forty-eight hours, and maybe even slightly longer before the cervix is sufficiently dilated to permit forewater rupture. If the membranes have been ruptured for forty-eight hours and labour not completed chloramphenicol is given. This was the preparation decided in consultation with the pediatricians and which we have used now for some four years. Recently, Smith et al. (1956) advocated streptomycin and oxytetracyline in such cases but we believe that adequate cover for baby and mother is provided by chloramphenicol without risk of blood disease and without painful injections.
Theobald et al. (1956) reviewed a large number of cases which had had oxytocic drips and they advocate a dilution of 1 in 10,000 and 1 in 5,000 with the drip maintained at a rate of 40 drops per minute. This drip is set up with supervision by the house surgeon only for the first half hour when foetal distress may occur and the drip may have to be taken down. I tried Theobald's procedure but with less success than my own method as far as the onset of labour was concerned.
Since June, 1954, oxytocic drips have been used at Southmead Hospital in an average of 10% of cases. It is noticeable that if the drip percentage falls the Casarean section rate rises. Out of 81 oxytocic drips used in cases of toxaemia at Southmead Hospital there was only one feetal death (32 weeks, blood pressure 210/130, albumin + +).
Pethidine is used as indicated during drip therapy. (c) Cwsarean Section I find that other indications for CGsarean section occur in an average of 25 % of toxaemia cases. Where toxxemia is the only consideration I would say that Caesarean section has to be employed (1) for the acute, very premature case of pre-eclampsia and (2) in the more chronic case where the pre-eclamptic state is deteriorating and labour has still not ensued after surgical and (or) drip induction and (3) in a very few cases of eclampsia. In failed drip cases, and these are very few, it is wise to ponder that the activity of the female uterus is not always readily stimulated even after rupture of the membranes in cases of postmaturity, and Baird (1955) has shown the influence of age in this connexion. Whereas Caesarean section was used more frequently in cases of toxemia some years ago, it is only seldom used now when toxaemia is the only indication, and in this series for the past three years has been used in slightly over 3 % of cases each year.
Cesarean section in toxemic accidental hemorrhage is seldom indicated. The combination of anoxia and prematurity is highly dangerous for the feetus, and the results obtained do not justify the use of Clesarean section at any rate until near maturity.
RESULTS
(1) The foetal salvage rate in toxemic cases from 36 weeks onwards in my To/,om,c in 6 5 % of non-induced cases, almost the same figure for both 3000/ /T(acsuoo.s) years 1951 and 1956. They include intra-uterine deaths, not 3grms / 'fi'only in emergency cases, and it would appear that they result from a reluctance to induce labour in some cases, particularly when the degree of prematurity is great. A bolder approach in future may salvage some of these.
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(3) Fig. 1 illustrates the mean size of baby at different grms t stages of gestation in normal pregnancy and in toxvmic cases.
The graph was compiled with the use of Bastiaanse's figures (1956) , and also the mean weights of the stillbirths and neonatal deaths (presumably the more serious cases) in my series.
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Babies from toxxmic mothers weigh less on the average than do babies from normal mothers. At 32 weeks in the toxaemic case one can expect a baby of 3 lb., at 34 weeks one of 4 lb., at 37 weeks one of 5A lb., and at term a baby of 6A Plea for Standard Normal Blood Pressure The recording of the blood pressure in the pregnant woman is so important a feature in hospital practice to-day that it seems hardly credible that as recently as twenty-five years ago, it was not a routine procedure at all. In 1940 the ante-natal case papers supplied to the midwives of a well-known County Council contained no column in which this observation could be noted. This is just one illustration of the state of affairs then pertaining. The blood pressure received attention when the presence of albumin in the urine was noted. The obstetrician, in short, has not been interested in hypertension for very long, which is probably the explanation that we are still not agreed among ourselves as to what we will accept as the upper limit of normal blood pressure, and why we have no common language when we come to discuss the vitally important subject of the hypertensive manifestations in pregnancy, a Gilbertian situation, in the words of Jack Point "What is all right for B would quite scandalize C (for C is so very particular)". Figures varying from 130/70, to 150/100 are held to be normal. The standing Maternity and Midwifery Advisory Committee of the General Health Services Council of the Ministry of Health suggests a diastolic pressure of over 90. Bastiaanse (1956) has written "There is no consensus of opinion as to the maximum value above which the blood pressure must have risen to be defined as hypertension", and goes on to state "it would be very desirable to reach a unanimous opinion with regard to this matter". Gibson in his papers of 1954 and 1956 on the "Prognosis of Toxiemia of Late Pregnancy" states that "there is no measure of agreement as to what level of blood pressure should be considered as evidence of chronic hypertension" and later "Comparison with the experience of others is of doubtful value because so much depends upon the level of blood pressure which is accepted as evidence of hypertension". This independence of thought constitutes a great stumbling block when it is applied to the treatment of pregnant women, and we should by now be ready to accept one standard throughout the country. The general physician has of course been interested in the blood pressure for far longer than has the obstetrician, and reference to their standard works show that with remarkable unanimity, they postulate that 120/80 is the normal blood pressure. Yet how much more important is the dramatic and fitful progress of the blood pressure in pregnancy than the measured tread of this disorder in the non-pregnant state. We might well ask, "by what right does the individual obstetrician chose his own individual standards".
In 1933 F. J. Browne writing of the early signs of pre-eclampsia enunciated his view that we should all accept the 130/70 standard (since changed to 120/80). This pronouncement was kindly received but the general consensus of opinion was that this figure was impossibly low, that far too many normal women would thereby be classed as abnormal. This adverse reaction could not have been based on the experience of those who were criticising Browne; they had not till then thought in terms of 130/70, neither was it supported by the opinion of the general physicians. Browne's dictum has not been refuted subsequently by workers in hypertension. Many obstetricians still hold the view that 130/70 is unrealistic and some have gone further and have said that Browne has done a disservice to obstetrics by this pronouncement. One can only hope that this rejection is not based on the fear of having too many patients needing treatment on their hands.
Leo Hahn (1952) in an extensive study of adolescent schoolboys found a mean reading of 117/67 at the age of 15 and he quotes other workers who show what one might expect in examining a large number of young men. In a study of the blood pressure of 6,000 prisoners Alvarez and Stanley (1930) found as high an incidence of hypertension at the age of 15 as at the age of 40. Hines (1937) using the "cold test" as a means for detecting hypertensive cases among 400 school children, found 18 % of hypertension. Robinson and Brucer (1939) , reporting on 11,000 persons' blood pressure readings, stated that the normal range of systolic blood pressure for men and women is from 90 to 120 mm. of mercury and that the normal range of diastolic blood pressure for men and women is from 60 to 80 mm. of mercury. They stressed that a normal person reaches his mature blood pressure at about adolescence and keeps that range throughout life. In the light of these observations, we should expect to find from 15% to 20% of our patients to be hypertensive, but no more, even on the 130/70 standard. I believe that the high incidence of eclampsia is very largely due to the regarding of figures well above 130/70, as being still within the normal range.
The prime purpose of this paper is to put on record the results recorded during the last eight years at a hospital where rightly or wrongly the 130/70 standard is adhered to, so that the extent of the problem, that is the number of patients who, in fact, must be regarded as abnormal, and who have to be admitted for ante-natal supervision, can be shown. Secondly, I shall compare the behaviour of patients commencing pregnancy with a normal pressure, with those who are hypertensive on booking, a study which has not previously been made. Throughout the paper the term pre-eclampsia will be used only for those patients whose blood pressure was below 130/70 on first booking (if in the first twenty weeks), and in whom the blood pressure subsequently rises, and the term hypertension for those who are already above this figure (either figure above, but neither below) on first booking.
The women booked at this hospital are primiparie; multiparie who have had some abnormality during the previous pregnancy, labour, or puerperium; women who have a general medical disease; and inevitably a number of women whose home conditions make hospital confinement desirable. The borough in which the hospital is situated has its prosperous parts but it also has its slums. There is, however, no economic selection. The hospital has 63 maternity beds and bookings are made on the basis of 20 patients per bed per annum. There are no beds designated for ante-natal care alone.
HYPERTENSION
During the last eight years 10,682 women have been confined and of these 1,077 had a blood pressure of above 130/70 on booking. Thus 10% of all women primipari or multipare, young or old, who book are hypertensive, but what is surely more striking is that 90% are, in fact, below the Browne 130/70 standard.
The criterion for admission to hospital is the coincidence of albuminuria or of aedema or of excessive weight gain. All of which are associated with a further rise in B.P. 18-1 % of these 1,077 developed albuminuria and 36-9% developed oedema. Thus about 40-50% of these hypertensives deteriorated and were admitted. This seems a high admission rate Section of Obstetrics and GCyncI3cology for any hospital and particularly for one with no designated ante-natal beds but it must be related to the stage of pregnancy at which these women are admitted. In 1955 it appeared that of the 113 patients admitted, 25 were within two weeks of term and 52 were at or beyond term. In practice these 77 patients would be considered for induction either at once or after a few days' rest, because the pregnancy aggravates the hypertension. They therefore present no problem of prolonged ante-natal bed occupation.
If we deduct the patients at 38 weeks or over from the list of 113 we are left with only 32 who would require a period of bed rest of over a week. 14 others (36 and 37 weeks) might or might not have to wait, according to the size of the baby.
The most important treatment which they have is rest; possibly a low sodium diet if they are very oedematous, usually a mild sedative; hypotensive drugs have been tried but without much apparent success. Most patients respond to rest fairly quickly. Their blood pressure falls and the albuminuria does not increase. If there is no albumin in the urine a patient may be allowed to go home after a short period of bed rest. If, however, she is within a week or two of term, induction by rupture of the membranes is preferred. This is the logical treatment; it is the pregnancy which is exacerbating the hypertension; therefore, we terminate the pregnancy.
Unfortunately the figures for 1948 are incomplete, but in the following six years 245 patients or 28-7 % of this group were induced on this account.
The antagonism to the practice of rupturing the membranes is probably weakening but that is not to say that it can be lightly undertaken. The operation must be performed with proper surgical skill if it to be successful.
Cesarean section was performed on 18 occasions. There has been no maternal death in these 1,077 hypertensives. There were 23 stillbirths and 11 neonatal deaths in the eight years. All cases are included, there has been no "correction". The percentages are 2 13 % and 1 2 % respectively. No woman developed eclampsia.
PRE-ECLAMPSIA
The women whose blood pressures were below and stayed below 130/70 till the second half of pregnancy and then rose number 1,631, an average of 204 per annum. The stage of pregnancy at which they are admitted, and again about half of these require admission and for the same reasons, oedema, albuminuria and excessive weight gain, is given for the same year (1955) as in the hypertensions. The total admitted was 119.
In this group 36-7% develop albuminuria and 60-9% develop cedema. It should be noted that in the pre-eclamptic group 97 out of 119, or about 4/5 of the total may be induced forthwith and that 22/119 or 1/5 must have a period of rest in bed first, whereas in the hypertensive group who come under observation earlier, the number suitable for induction at once is smaller.
The treatment in hospital is basically the same but differs in this important criterion: no patient is allowed out undelivered. 652 women were induced in the eight years or 80 % of all the pre-eclamptics admitted. There were also 24 Cwsarean sections performed.
The stillbirths numbered 53 (3 12 %) and the neo-natal deaths 17 (1-04%). There was one maternal death from anuria in a women who developed post-partum eclampsia. There were altogether 4 women in this group who developed eclampsia; 4 in 10,682 or 1 in 2,670.
We are now in a position to compare the two groups (Table I) . This comparison has not been made before but I believe it shows one thing of great clinical importance, namely, that, in general, a hypertensive subject can take whatever this thing is that happens to her in pregnancy, better than the woman who was normo-tensive in the first half of her pregnancy, but who later deteriorates, although of course the very severe hypertensive (such as is not often seen in pregnancy) may be more likely to come to harm than a mild pre-eclamptic.
From these figures, too, it seems that her chance of developing eclampsia is less, but with only 4 cases in eight years it was necessary for me to turn further afield. I wrote to and received replies from Belfast Maternity, Bromley, Dartford, National Maternity Dublin,
